Most respiratory physicians have experience of treating patients whose symptoms of wheezing seem out of proportion to the pathophysiology (if any) of their asthma. These patients are difficult to treat and often continue to have severe symptoms. They frequently have side effects from their treatment, in particular iny ndrome. Although this is acknowledged widely within the specialty it is not well documented in published papers.
Wheezing occurs in a wide range of organic lung diseases as a result of reversible and irreversible airflow limitation, localised endobronchial disease (tumour or sarcoidosis), and diffuse lung disease (pulmonary oedema or lymphangitis). The differential diagnosis ofacute wheezing also includes a separate disease entity that we choose to call "vocal cord dysfunction." This condition has a psychogenic basis and distinctive features, which we believe can u ubed to make the diagnosis and avoid unnecessary treatment.
At a time when large efforts are being made to educate our medical colleagues, patients, and the public at large in the diagnosis and effective management of asthma, suggesting that wheezing has a psychological basis in some patients could be seen as a potentially retrograde step. It is important, however, to acknowledge the existence of "psychogenic wheeze" and consider how it may be diagnosed and treated.
Patients with vocal cord dysfunction have been reported under various names, including Munchausen's stridor,' factitious asthma,2 and the more descriptive "vocal cord dysfunction presenting as asthma."' The clinical features that hav been described differ to some extent, but may be divided into inspiratory vocal cord dysfunction, expiratory vocal cord dystunction, and both. These conditions appear to form a spectrum ot disease and have in common the larynx as the target organ and the absence of evidence of local organic disease. Osler As glottic narrowing may occur for physiological reasons in patients with airflow obstruction, making a diagnosis of vocal cord dysfunction in a patient who has asthma is extremely difficult. This is exemplified by a patient of ours. A 41 year old woman with a paramedical job and an unstable family background has presented on many occasions with an acute attack ofwheeze that is loudest over the larynx. During these attacks her flow-volume loop was often normal and she appeared to be breathing close to residual volume. At laryngoscopy there was vocal cord adduction during expiraion. Arterial blood gas tensions during these attacks were normal. In addition, she has 'presented with acute attacks ot asthma during which thetc was evidence ot hypoxaemia. We have found that arterial bloo-dgasten-sions are the best basis for differentiating the two kinds of attack. Despite this policy she has been treated for acute asthma on several occasions when she has presented with vocal cord dysfunction. Factitious illness, as typified by factitious fever,27 covers a range of psychiatric disorders, from simple malingering to Munchausen's syndrome, which have in common the deliberate feigning of illness. Chronic factitious illness is often a symptom ofa severe personality disorder typified by hostility, dependence, imposture, poor impulse control, and self destructive acting out.27 The separation of this syndrome from hysteria presenting as conversion reactions is not straightforward, though in factitious illness there is a greater awareness of motivation and manipulation of the environment. Ultimately the exact psychiatric diagnosis may be less relevant than the treatment (if effective) and for this reason we prefer not to label the syndrome with an adjective that implies any particular underlying psychopathology. It seems likely that any of the psychiatric syndromes we have described could be applicable to individual patients.
Treatment of vocal cord dysfunction A multidisciplinary approach, with physicians, psychiatrists, and speech therapists playing a piat-n t ive in the treatme ysfunction. A useful strategy is for the physician to inform the patient that as a result of the investigations a diagnosis has been reached. The nature of vocal cord dystunction should then be explained with the help of diagrams and video recordingie Ll l l XlhaJpic fflings., if available.l Patients should be told that the triggers tlat bring on their symptoms are not entirely clear, but that they may be helped by speech therapy and relaxation techniques. They may be referred for psychotherapy, the aim of which is not to try to cure their psychia w them to retain their pSYcitcsy LUflis witIlU the need for vocal cord dystunction. iLne basxi methods used are relaxation exercises and supportive therapy. Family therapy may be important if failure of the patient to leave home and gain independence is at the centre of the psychopathology."
The speech therapy techniques used for patients are adapted from those used for patients with other functional voice disorders, such as hoarseness, laryngitis, and vocal fatigue. The methods used include pitch change, diaphragm breathin, nd reduction ot extrinsic muscle tension. Patients are taught to focus attention away ircm the larynx and inspiration, to concentrate on active expiration using the anterior abdominal muscles, and to relax the oropharyngeal, intercostal, neck, and shoulder girdle muscles. They are then encouraged to apply these techniques when their symptoms begin. ' The prognosis appears to be relatively good in inspiratory and inspiratory plus expiratory vocal cord dysfunction.' A good prognosis may be predicted by a positive reaction to the initial explanation of the diagnosis.
Conclusion
Vocal cord dysfunction is an uncommon but important cause of wheeze. Awareness of its different manifestations should aid diagnosis and help to improve patient management by avoiding unnecessary anti-asthma treatment. Physicians -should suspect vocal cord dysfunction when a patient presents with recurrent episodes of wheeze unresponsive LU usual asthma treatment. Typtially patients, mostly women under 40, are psychologically unstable. Useful physical signs are rapid breathing at low lung volume, absence of hyperinfli ri;n zlca ised to the larynx but heard less well over the lung fields. Arterial blood gas tensions will be normal and results of spirometry poorly reproducible, and the flow-volume loop may show evidence of variable extrathoracic obstruction or may be no al. Lung function tests when feasible show normal airway resistance, and bronchial responsiveness when measured in remission is also normal. Laryngoscopy will show adduction of the vocal cords in inspiration, expiration, or both, which should be relieved by sedation.
Wheeze will be relieved by breathing a helium-oxygen mixture or, in the ci oir vocal c ction, with continuous positive airways pr1essure.
In an acute atta-kpadinni5uld be treated for asthma unless there is incontrovertible and objective evidence that their symptoms are psychogenic. Hypoxaemia is a
